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ABSTRACT ' < ' ^ • ' » 

A Study investigated the. relationships amqng the 
social perception processes, pei^son-centered communicative' 
strategies, and the, mediating factors of empathy and context-relevant 
beliefs of pHj^sicians. Subjects,/46 first-year medical stuc(ents, were 
first intjBrviewed on a series of. structured tasks that assessed their 
constructs for perceiving people, aiicj the ?person-centeredness" of 
their communication in situations frequejitly faced by physicians. 
After the interviews,^ the subjects completed a- mail questionnaire 
designed to assess tHei? attitudes about the medical interview and 
their levels of empathic motivation • In the final phase of the study, 
each subject interviewed a recently admitted patient at a university 
hospital to isolate the patient's present conditi6n an'd to find out 
information about his or her medical history, the medical history of 
th6 patient's family, current treatment ,Aand life style. These 
results showed that person-centered communication was consistently 
related to medical^ students' ability to construe the dispositional 
and motivational character istics of their patients. It appeared that 
when the physician's goal was to regulate, advise, or solicit 
information from a patient, those with more sophisticated 
interpersonal . construct systems were more likely to conceive^ the 
patient's perspective and to use it in formulating patient-centered 
communication strategies. (FL) 
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SOCIAL PERCEPTIOM PROCESSES AND 'PERSON- 
CENTERED C0^MJNICATI01l IN THE f^EDICAL SETTING: t ■ 
RESEARCH FINDpiGS AND IMPLICATIONS FOR MEDICAL 
EDUCATION 

^Persons both inside and outside of the medical profession have 

come to realize the importance of clear, efficient and interpersonal ly 

effective communication between* physicians and their patients (e.g., 

Bennett, 1976; Berger, 1977; Harlem, 1977; Ley § Spelman, 1967). 

Researchers have* begun to document the impact of communication skills • 

on patient compliance and satisfaction with a physician,' s medical. 

advice (e.g., Korsch, Freemon § Negrete, 1971; Korsch, Gozzi 5 Ftancis, 
« 

1968). Other -researchers have emphasized the importance of communication 
skills in' alleviating the general perception that medical -encounters 
lack "wamth and understanding" (e.g., Fletcher, 1980; Koos, 1955). 
Because of\hese findings scholars such as Sanson-Fisher and Maguire 
advocate communication skills as an "integral part of the medical . 
education" (Sanson-Pisher 5 Maguire, 1980, p. 523). 

As part of the broad concern w^th the quality of physician-patient 
interactions, researchers have begun |to identify specific skills necessary 
for effective physician-patient commxinication. Diverse skills may be 
related to three general objectives identified, by communication 
theorists to reside in any speaking situation:^ a task objective (i.e., 
^reaching a desired goal); a relational objective (i.e., negotiating 
an agreed upon relationship); and identity objectives (i.e., seeking 

a desired identity for each interactant) (Clark S.Delia, 1979). Medical 

^ 1 
communication researchers have discjbvered that accomplishment of a 




physician* s task objective such as obtaining diagnoses and securing 
patient compliance is dependent uyon the relationship and identity the 
physician has created .with his or her patient. Specific skills such" 
. as expressing empathy and clarifying patient cues have been found to 
relate positively to accuracy of diagnoses (Marks, Goldberg 5 Hillier, 
1979). Moreover, researchers have found that various commxinicat ion 
okills affect the outcome o£ medical procedures. For example, 
studies show that patients who are provided an opportunity to discuss 
their feelings and concerns and who are given information and reassurance 
about upcoming procedures and their attendant sensations require less 
medication, feel less distress and have easier post-operative,, recoveries 
(Visintainer § Wolfef, 1975; Langer, Janis 5' Wolfer, 1975; Schmitt 

« * 

.§ Wooldridge, 1973; Janis, 1958). 

Physicians' communicative behaviors also affect the likelihood 
that patients wild comply with medical advice <for example see the 
reviews of Marston, 1970; Sackett 5 Haynes, 1976). 'Research suggests , 
compliance is greater when physicians appear friendly and caring rather 
than businesslike,* a| demeanor apparently facilitatid by physicians 
discussing non-medical matters and experiences similar to those of 
patients, granting patients freedom' of choice in what to discuss, giving 
feedback, discussing expectations for treatment, actively involving 

^patirats in the treatment process and establishing a continuing relation- 
skip yrith patients (e.g., Chamey et al., 1967; Davis, i966; 1968; . 
1971).- . ' . 

In addition to greater patient c^^rapli^nce,- physicians* communicative 
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skills have also been demonstrated to-a'ffec^ patient satisfaction with 
medical car£ (Thompson § Anderson, 1982), For example. Fisher (1971) 
foxmd that more satisfied patients report t^iaf "doctors tell ybu enough 
about your sickness"; "they take enough interest in you"; and "they 
give you a chance to tell them exact!/ what ,the .trouble is". Similarly, 
Korsch an4 her associates (1968) found. that mothers' satisfaction is 
increased when their physicians 'encourage them to discuss theif concBms. 

In light of this research' it seems that physicians who lack 
effective interpersonal skills may jeopardize the medical care process. 

Several researchers haye found, for example, that patient dissatis- 

• - ' ' ' • ■ 

faction with impersonal medical ca3:e^is negatively related to compliance 

with medical advice, keeping of appointments, use of check-ups. 
Selection of pliysicians, and even the instigation of malpractice 
suits (Blum, 1969; Vaccarino, 1977;* Mechanic, 1978; Ware, Snyder ^ 
Wright, 1979). Unfortunately, researchers have found that fourth 
year medical stu4ents tend to be significantly less supportive, less 
facilitative, less concerned about patients'* emotional problems and 
less skilled in Kjlstory-taking than younger meidical ^students (Heifer § 
Ealy, 1972; Scott, Donnely % Hess, 1975). Maguire and Rutter (1976) 
also found inadequate histoty-taking skills in fifty medical students; 

Since interpersonal skills seem crucial to effective physician- 
patient interactions, it is thus not .surprising to see-t;he growing , 
interest in teaching interpersonally-oriented^nterviewing skills' in 
medical settings" (e.g.^ Bird, 1973; Enelow % Swishqr, 1972; Engel 
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Morgan^ 1973;' Stevenson, 1971), ^Effective interviewing strategies 
includeN listening cacrefully to th^ patient, reassuring the patient^ 
developing empathy, verbally inviting' expression, of the patient's 
conceiTis, avoiding assumption^ by (discussing th^ with the patient, \ 
displaying nonpossessive warmth and genuineness, etc, (Heifer, 5 Hess,' 
1970; Junek, Burra and Leichner, 1979; Kauss et al. 1980; Truax 6 
Carkhufi, 1967). Several medical educators Have reported instructional 
programs designed to teach these medical interviewing skills (e.g., 
Cassata, Monroe % Clements, 1977; Ward § Stein, 1975"; Yalom, 1975). 

Aiide from the development of instructional programs., there has 
been little research on the processes underlying communication between 
physicians and patients. We are concerned that ^h0 medical behavior 
literature offers very little in answer to such questions as: "IVhat 



are th€ personality and background qualities that are associated with 
the natural development of%ffective" and ineffective commiinicative 



styles?" The present study begins to answer this question. 

A number of researchers have shown that the ability to communicate 
in ways sensitive to the needs and feelings of listeners is partially 
dependent upo^i various social perception processes (e.g.*, Clark 
6 Delia, 1976; Delia, Kline 5 Burleson, 1979). For example, research 
conducted within the^ construct ivist perspective has examined the 
relationships between social perciption processes and communicative 
strategies (ejg., Delia,. O^Keefe S O'Keefe, 1982). Within the . ^ 
constructivist perspective social perception is conceived to occur 
thjcough a system of bi-polar dimensions called "constuxcts*' (Delia, 
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1977). Constructivism posits th^t.witlf age and social experience 2^ 
individual's interqpersonal construct system becomes more differentiated, 
abstract and organized (e.g., Crockett, 1965; Scarlett, Press § 
Crockett, 1971). ' Research conducted within the constructivist 
framework has d^emonstrated that individuals' with relatively more 
complex systems of interpersonal constructs tend to erect more organized, 
stable and psychologically centered impressions of others than * 

^individuals whose interpejrsonal 9onstiruct systems are relatively non- 
complex (e.g., Delia, Clark U Switz^t, 1975). Since it is the 

> impression on^ forms of another that serves as the basis for message 
adaptation, individuals who form more differentiated impressions should 
produce messages that are- better tailored to a listener's perspective. 
This supposition has been supported across a variety of communication 
tasks calling upon indi^^viduals' to persuade others or to deal with 
others' distressed feelings (e.g., Clark 5 Delia, 1977; Delia, pine 
§ Burl6son> 1979} O'Keefe § Delia, 1979). , * 

For^ example, Applegate (1978; 1980a; 1980b) investigated the* 
interpersonal perceptions and communicative behaviors^ of parents, day , 
care teachers^ student teachers, college students and children. 
From structured interviews and naturalistic observation Applegate 

i 

found that those persons with more elaborated interpersonal construct 
systems were more likely to use communicative strategies that were 
sensitive to listeners' specific beliefs and feelings. In separate ^ 
studies, Borden (1979) and Burleson (1979; 1981) found similar support 
for the relationship between interpersonal construct system development 
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and listenert^ensitivity in contexts requiring recognition and response 
to diverse alffective-states in others. In addition to an elaborated * 
construct system, < these reseajchers have also found ^that the ability 
to engage in person-centered communication is also related to . 
motivational factors (Borden, 1979; Burleson, 1981; Kline, 1981). That 
is, in pr^.er to engage in sensitive communication, persons must 
not only possess a win developed interpersonal construct /system 
but also be motivated to adapt to the specific needs and beliefs of 
listeners. " , ' 

The foregoing stuclies employed systems for message analysis built 
off a distinction introduced by Bernstein between "person-centered" 
and "position-centered" sjpeech (pemstein, 1971j 1974). These 

researchers argued thaife individuals who form differentiated and 

* 

individuated conceptions of others tend to engage in "person-centered" 
cocmiunication,. that is, communication which focuses on the unique 
qualities of others^. Person-centered speech assumes that the 
i|:>ti vat ions, intentions and feeli/igs of individuals are unique; 
consequently, authority distinctions must rely on the recognition 
and elaboration of individual differences,* and behavioral \^orms must 
be adjusted to the demands of J^he particular situation (Ap))legate § 

V* 

\ 

Delia, 1980, p. 253). By contrast, "position-centered" speech 
emanates from the tacitly held assumption that individuals^ identi- 
ties and meaning of their^ behavior can be understood in terms of 
social and institutional roles, aiid that both parties accept these 
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roles, the authority distinctions inhering in them and the behavioral * 
norms operating within the Tfole-based relationship (App^egate 5 
Delia, 1980, p. 254) , Consequently, position-centered communicators ^ 
are less .likely than their person-centered counterparts to construe 
a:listetter*s internal states and then integrate such information with 
their own' communicative goals and the normative demands of ' the situation. 

The present study extends this analysis of indivithxal differences 
in communicative behavior to the medical setting. It should be jioted 
that previous work on person-centered and position-centered communi- 
cation is not straight-forwardly applicable to this domain, for a 
physician's communicat;ive work encompasses more than persuading 
patients or dealing with their feelings. A major purpose of the 
clinical. interview is to obtain inforination from patients for diagnosis 
and' to disseminate informatinn topatients* regarding treatment. 
Thus, among other things, the present study was designed to permit 
extension of the analysis or person- ahd position-centered communication 
to the. information gathering function of conmunication. However, 
the study is primarily aimed at advancing ^derstanding of the 
interpersonal perception processes underlying the spontaneous 
adoption of one communicative orientation or another. 

As we have just noted, the clinical interview is an indispensable 
tool of medical practice, for it is in the interview that a physician 
obtains information critical ^to diagnosis and treatment. A ^ 
successful interview, however, also requires that the physician express 
the warmth, concern and sensitivity necessary to create^ a trusting 



latiohship with the patient. Both of these communicative goals 
must be accoii5)lished withih a physician's time and role constraints. 
, These constraints may explain, at least partially, medical 
practitioners' tendencies to rely upon institutionalized modes of. 
conduct with patients. The institutionally sedimented physician- 
patient relationship is one that fixes the patient role as cooperative 
and passive and the doctor role asSsjthoritative and active. The 
physician's expertise is seen to give the physician the right to 
assume that the patient's concerns are essentially about matters 
of clinical treatment. The authority of the physician is seen to 
establish the right to expect patients » compliance with medical advice* 
Thus tq, take a posit^on-centerei orientation in a physician-patient 
relationship is to use role-defined attributes and power differences > 
in defining the meaping of medical en<^unters.^ 

To take a person- centered orientation, therefore, a physician 
must conceptualize the patient and hi3 or her own role in non- 
institutionalized, individuated ways. The physician must perceive 
the patient as having unique feelings, motivations and beliefs that 
affect significantly the character of interaction. Moreover, the ' 
physician must conceptualize his or her own interactional roles as 
requiring variations in approach, flexibility in accomodation to 
emergent circumstances, and the pursuit of interpersonal as well as 
'instrumental objectives;- Taking a person- centered orientation will . 
at the very least lead a physician to learn his or her patient ♦s 
needs, attitudes and feelings and use such information in diagnosis 



4 



1 



J 



and treatment Presumably', the physician's capacity to form such 
perceptions is facilitafed by various cognJLtive capacities, 
including most directly the development* of cognitive bases that 
allow differentiation among persons • pyschological characteristics. 
Thus our research was directed at identifying abilities and use of 



person-centered communicative strategies in interactions with patients* 
The following are the research questions >posed in this study: 

1. Are medical students' social perception processes (i*e, ' 
construct' system development ^d empathic motivation) 
significantly related to students' beliefs about ^he 
medical interview context? 

2^ • Are medical students' social perception processes 

significantly relatedr to their iXse-of person-centered 
^ comntunicdtfive stxateiies in medical conte!xts? Are 
students* beliefs about the medical interview 
context significantly related to -their use of 
person-centered conmiunicative strategics in medical 
cdhtexts? . . . . 

3,> To what ext,ent are medical* students' social perception 
processes and Context-relevant beliefs significant 
predictors of person-centered conaiiunicative 
strategies in medical contexts? 



/ 



METHOD 



Subjects .' 

PaxticiRants in the study were forty-six first year medical 
students (27 males, 19 females) enrolled. in the.medicai s^^l of a 
southern univorsity. Subjects ranged in age from 22 to 34 years 
(mean age was 25). All subjects volunteered to .participate in the 
three-part 'study. However, since four subjects did not complete all 
of the experimental tasl^s, jample sizes vary slightly across 
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statistical analyses.* 
General Procedures 

2 

The research"' involved three phases. First the medical students 
were interviewed by th3ree female, trained experimenters on a series 
of structured tasks that assessed the character of student's constructs 
for perceiving people and the person-cent^redness of their communication 
in situations frequently faced with patients. All o^ the tasks were 
counterbalanced across the audio-taped interviews, which averaged 
thirty-five minutes in length. After the interviews subjects 
completed a mail questionnaire, which assessed subjects' attitudes 
about the medical interview and i;heir level of empathic motivation. 
In the final phase of the research . each student interviewed a 
recently admitted patient , at the Oniversity hospital. Students 
were instructM to isolate the patient's present condition and ^ 
find out the patient's medical history, family medical history, 
current treatment and facts about ^he patient's personal life-style. 
The interviews, which were videotaped with th^ agreement of the 
patients^ averaged thirty-five' minutes in length. Specific tasks 
and me^ures relevant to the research questions are described 

below. 

Tasks ; \ * * 

Roie Category Quest tbfuiaire . Subjects were actainistered 

the Role Category" Questionnaire a task designed by Crockett (1965) 

to measure interpersonal* conscnict system development. In this " 

task subjects'are asked to describe two self-selected peers, one 

1 



lik^a and one disliRei. Subjects were encouraged to st%e everything 
both liked, and disliked about each their peers'. 

Empathic ftotivation Quest ioiy^ire . As part of the mail 
questionnaire subjects completed an abridged version of an empathy 
•scale developed by Melirabian and Epstein (1972). Subjects completed^ 
twenty items of the original thirty-three item scale; only twenty 
items a£ the scale were ^Jtinistered in an effort to shorten the 



4 

scale. 



Beliefs about The Medical Interview . As ^art of the mail 
questionnaire subjects responded to a series of questions concerning 
their beliefs about the medical interview. The questions included: 
(1) "V/hat do you believe is the purpose of the medieair^terview?" 
and (2) ^'How would, you de^fi^ 



the medical interview?"' Subjects. were encouraged t^us^as much 
written space as they thought was necessary to answer each question. 

Communication Tasks. In the oral interviews subjects were 
presented with hypothetical, but realistic representations of ^medical 
encounters Four hypothetical- situations were developed for the , 
study; tvro situatioffs had subjects regulate a 5»tient»s behavior 
and two situations had'subjects advise a distressed -patient. one 

1 i f 

tegulative situation subjects w^re asked to recoit^end a particular 
diet to an overweight patient with a high cholesterol level. The 
patient has ign<^rrf previous advice to diet. In*a second regulative 
situation, subjects^^ were given a situation similar to the one just 
described except that the! subject was told the p^^ient also j^ossesseis 



a very low self-concept (i.e., the patifent has always felt insecure, 
unattractive and generally unaccepted) • In tl|ie advisory^ituations, 
subjects were asked to talk to a patient who suspect sNthat, a. family 
'member has a serious drinking problem* The pati^nt"^ worried and 
does not fenow what to do* Subjects were asked to. provide help and 
information to the patient. In another advisory situation subjects 
were presented with a situation simjilar to. the one just described 
except that the subject is also told the patient' feels partially 
responsible and consequently guilty for the family member's drinking 
problem. Again, subjects were asked what help and information they 
would provide the patient. 

Because of time constraints subjects were only presented with 
"two^sTtuationstonMB randomly selected regulative situation and 
one randomly selected advisory situation. Subjects were instructed 
to tell the interviewer what they would specifically say in each ■ 
situation. Subjects were instructed to avoid saying what they would 
say or do, but rather to "say the words just as though you were 
engaged in actual conversatlo-.i." After subjects gave their messages, 
they were prob^ for any additional comments they would make to 
their patients. 

Subjects' responses to hypothetical communication situations 
hav? been found to approximate responses made by the same subjects in 
naturally occurring contexts (e.g., Applegate, 1978; 1980a; 1980b). 
The ecological validity of the specific situations used in this 
study was further determined 'in two ways. Initially hospital staff 
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Viho taught k ccmmrunication skills training course for medical personnel 
found them to be realistic. Then the sijuations were pret^ested 
with 22 undergraduate students pursuing health-related majors who 
were also enrolled at the same university,. Students thought that at 
some poijit in their careers they were likely to find themselves irf each 
of the four situations (using a 1-7 point scale with its end points 
defined' as very unlikely and very likely, mean scale ratings were 5^4, 
4.7, 4.7 and 4.5). 

Medical' Interview* As part b£ a required first year liedical school 
class designed to expose students to the broaden issues they will face 
as physicians, subjects were required to interview an admitted patfent 

^ the uniyers ity^jigrspit^L, As„stp.ted^befor^e^-aH-patients-valuntarily 

agreed to be taped duting the interviews. The purpose of the interview 
was for the students to gain information about the patient* s ptes'ent 
condition and life-style. All interviews were Video-taped in thie* 
patient's hospital room by trained medical -media personnel. 

Measures 

Construct System Abstractness . Subjects* person descriptions 
generated by the Role Category Questionnaire were content analyzed for 

their relative degree of abstractness. Each non-repeated attribute 

r ; • ^ 

contained in the descriptions was coded. within a four level hierarchy 
developed by the second researcher (Kline, 1982). Attributes coded 
at level one of the hierarchy were primarily physical attributes (e.g., 
"she's tall and blonde"); attributes coded at level .two were specific 
roles, behaviors, -interests or beliefs (e.g., "she's a student and 
doesn't party") ; .attributes coded at level three were general 
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beliefs or interests (elg. / ''she^s at^iletic and liberal");' 
and attributes coded at level four were dispositional or motivational 
characteristics (e.g., "she^s generous and caring") • Versions of. 
this coding .system have been found to possess 'construct validity . 
(e.'g*, Applegate, 197^; Borden, 1974; Burleson, 19.81; Delia, Clark % 
Switzer,' 1?74) . ^ ' ' 

The attributes contained in the peer descriptions were each 
scored and summed to form a general ind^x of construct system 
abstractness^ Scores ranged from 59 to 201 (Mn - 101.28; S.D. = 
29.28).' ?>eliability was obtained by two independent coders on twenty 
percent of the protocols and was found to be .98 by Pearson correlation^ 

Empathic Motivation. The abridged 'vers ion of Mehrabian and' 
Epstein* s empathy scale was scored a.ccording to their stated procedures 
(Mehrabian and Epstein, 1972) . Summed scored ranged from 65 to 
99, with a mean of 84.10 and standard deviation of 7.63. 

Contextual Beliefs. Subjects* response^ to th^ tvro questions 
concerning their beliefs about the medical interview were scored 
individually. Responses concerning the role of the physician in the 
medical interview were scored for the number of discrete 

activities, intentions or attitudes attributed to the role of the* 
physician in the medical interview, total number was taken as the 

qviantitative score for each subject; resulting scores ranged from 
1 to (Mn =« 3.63; S.D. = 1.-97). Reliability was achieved by two 
independent codecs scoring twenty percent of the protocols; the * 
ifesuTting Pearson correlation was .93. 



Subjects* responses to tne question a)nceming the purpose 

^ ^ ' 

of the medical interview weije scored in a similar fashion. Each * 
' response was given a quant^ative score by computing the number 
of specific ox general goai^t or intentiofb the subject mentioned 

iical interview. Scores ranged from 1 to 8- 



as the purpose of the 
with a mean of 2.74 and 



standard deviation of 1.74. Reliability 



of 100 percent exact agreemetn was reached between two independent. * 
Coders scoring twenty percent of the. protocols. ^ 

, I 

Person^Centered Communication.^ Subject responses to the two 
communication situations were scored iising modified versi9ns of the . 
coding systems developed by Applegate, (1978;. 1980), ^Applegate used - 
* Basil Bernstein's theoretical work on person-centered and position- . 
centered forms of speech to construct two coding hierarchies > 
(Bernstein, 1971; 1974). Our coding hieraaxhies also employ 
Bernstein's distinction. Each hierarchy is composed of three major 
levels with three sublevels nested within each of the major levels. 
At the first major level of each coding hierarchy the communicative 
strategies reflect the subsumption of the patient's individuality 
w^ithin the normative expectations, roles and status differences 
implicit in the physician-patient relationship* At the second 
major level the communicative strategies imply recognition of the 
individual feelings, beliefs and motivations of the patient. 
At the third major level the strategies integrate acknowledgement and 
elaboration of the patient's individual perspective with pursuit 
of the institutionally prescribed agenda in the situation. A 
description of the coding systems, with examples, contained in 
Table 1. y . 

(Table 1 about here) 

We scored the medical students' responses to ei^ch regulative and 

advisory situation 

adv?*=ov;' c\tnntion for the dominant level of response. > 
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Applegate has provfded initial ^validity for coding. systems 
similar to the ones* ptesented above (Applegate, 1978). Reliability 
was computed on twenty percent of the protocols by two independent 

coders; the resulting Pearson correlations were .93 for the regulative 

2ttadsag# codings and #0^ £nr the advisory message codings ♦ 

^ * - revealed 

Prtlioinaxy analyses of subjects* messages rt>v^i<^ significant 

difference* In response l^el in the two regulative comnamicfittitm 

situations,. (t^ » .27, df » 45,.£C01) or in the advisory situations ^ , 

(t> .03;' df = 45, p .<.10). * So as to in^o^ease sac^le sizes -tlie - 

responses given m the two regulatjLve situations were .cwibined to 

form ^ oferall regulative- conanunication indpx; simlaf procedures ^ 

✓ • / -» ; * * / ' ^ ' 

werj^.:foH6wed for' tli© responses giv^n ^iji the iwo-advisary situations^- 

These overall comaainication "indexes Hpre used a? dependent measures 

in the study ♦ 

Person^'Contered CDminunication - Medical Interview. Each 
subjects* medical interview was initially scored for the number of 
discrete topics covered during the interviews. These topics wte 
scored chronologically so that specific or general topics, if 
returned to, would be scored as many times as they were 4iscussed«. 
Each subject was given a total number of topics score; resulting 
scored ranged £xpm 11 to 36 (fto n 21.48; S.D. « 6.45). Reliability 
was reached by two Independent coders scoring twenty percent of the 
pprotocols resulting in a Pearson correlation, ^ 

Each topic segment of each subject's interview was then scored , 
using a modified version of the coding system used for the hypothetical 
communication situations • Specifically, each topic segmeftt was 
scored for the dominant level of response using the informational 
appeal system described in Table I# Subje^cts* responses on each 



topic were scored, sinnned and divided by the total number of 

topics in the interview, resulting In dominant level scoyes that 

ranged from 4.25 to 7.75 (^ta « 5.70 
« 

scoring twenty percent of the proto< 
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; SJD, a 0.61). Two coders 
;ols reached ah interrater 



reliability of ^.88, as assessed by Pearson 'correlation. 

Summary .To summarize, this study investigated thfe relationship^ 
between seven measures- TJie following four measures assessed the 
medical students' social perception pro cesses, jand context -relevant 
beliefs: construct .>system a^stractriess, onpathic notivation, \ 
differentiation of belj^fs about th^ purpose of the medical interview 




and differentiation of feeliefs about the physician's role in the 
interview;. . ^The remaining three meases asjsessed the person- 
centeredness of medical students | coiipunication with patients^J.n 
regulative contexts, interpersonal contexts and an information- , 
gaining context. 
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RESULTS . , \ 

. Theja.rst research question posed in this study is whether 
medical students' social perception processes axe related to their 
beliefs about the medical interview context. Table II presents 
intercorrelation^ of the meaisures of social perception processes 
and context -relevant beliefs. 

(Table II about' here) 
It should first be noted that construct system abstractness and 
empathic motivation are not related (r » .12, ns). This finding is 

similar to Burleson's (19811, who ha s Also-xepoxted-na-si^Enificant 

relationship between construct system abstractness and onpathic . 
motivation. However, inspection of Table II reveals that construct^ 
system abstractness is significantly cbfrelated with differentiation 
of beliefs about the physviaii's role in the medital int^iSi^ew 
(r « .31, £ <#05) and the 'interview's purpose (r » < .01). 

Empathic motiyation is also moderately related to beliefs about the . 
physician's role in the interview (£ = .34, £ < .01)' but not 
related to beliefs about the interview's purpose (£ » .20, ns) . 
Thus it appears that construct system abstractness is cofisistently 
related to the differentiation of beliefs about the medical context, 
whereas empathic motivation is not. The significant correlations, 
however, are only of moderate levels of magnitude. 

The second research question posed on this study is whether 
medical students' social perception processes and beliefs about the 
medical interview context are related to students' communicative 
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abilities. TaBle III presents the correlations ^tween measures ' 
of social perception proceisses, context-felevant, beliefs and person- 
centered communicatiofl. 

(Table III about here) 

> 

* Inspection of Table III reveals that construct system abstract- 
ness is significantly related to person-centered coimnunication in 
all threje contexts investigated* Specifically construct system 
abstracJipess is mod^tely related to the use person- centered 
communicative stV^tegies in contexts whete the goal is to regulate 
,a patient's behavipf^'iadvise a distressed patient or solicit 
information from a patient (rs were .43, .57 and .54 p <. .01, 
■ respectively)-.' These cop?<?lat ions* are > similar to' those of past, 
researchers (e.g., Applegate, 1978; Delia, Kline 5 Burleson, 

^ 1979). ' . 

Not as strong or consistent relationships were found for 
empathic motivation and measures of person-centered communication. 
Empathic motivation was moderately related ta person-centered 
communication in the regulative contexts (r = .39, £ .01), 
nearly correlated in the interpersonal contexts (r = .24, £ <^ .10). 
and not correlated in the informational context (r = .11, ns) . 

Finally, inspection of Table II reveal? that beliefs about the 
purpose of the medical inte'rview ^d of the physician's role in 
the interview are both moderately related to' measures of person- 
• centered coniiunicatiton (rs ranged from .21 to .44). Beliefs about 
the physician's role appear to be related to person-centered 
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connnunication at somewhat higher and more caasistent levels 
of magnitude (rs ranged from .31 to •44) than beliefs about the 
interview's purpose' (rs ranged from .21 to •26). 

In summary, then, it appears that both construct system abstract- 
ne§s and students' beliefs about the phys^ian's role in the medical 
interview are positively correlated with person-centered communication 
in all three corttexts investigated. Empathic motivation and 
students' beliefs about the medical intervifiJt^s purpose -stppear also 
{o be positively correlated with person-centered communication, 
although not consistently so across the contexts investigated. 

the third research question poSed in this study concerns the 

extent to which medical students' social perception processes 

and context-relev^lnf beliefs are significant predictors of person 

centered communicative strategies. A series of multijple regression 

analyses was carried out to assess the combined influence of 

construct abstractness, empathy and context -relevant beliefs on 

person-centered communication. The variables were entered into 

each regression analysis simultaneously, as there was no conceptual 

basis for hirearchically ordering them. The resulting multiple 

correlations were significant on level of person-centered communication 

2 

in the regulative contexts = .66^ «-.32, JF (4,35) » 

2 

4.20 £<'.01); interpersonal contexts ( R = .66, R j .44, £ (4^35) 

» 6.86, £ < .001); and in the informational interview context 
(R = .60, R^ .36, F (3,34) « 6.31, 2<.01). However, in each 
analysis the significant predictors were different. Construct 

\ 
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abstractness and empathy were significant predictors in the use of 
person-centered regulative strategies (b « .37, t « 2,21, p 

.05 and Jb s .35, t^ = 2.00£<v.05, respectively) Construct 
abstractness and role differentiation were significant predictors 
in the use of pei;son-centered advisory strategies (b^ = .60, 
£ « 3.9C, £<^001 and b =',32, t^ =' 2.12, £< .05, respectively)-; 
Construct abstrac^ess was the only predictor of person-centered ^ 
interviewing strategies (b » .60, t » 3.51, £^.001). As a 
predictor, construct abstractness uniquely explained 10 percent 
of the variance in level of regulative strategies (semi-^parti^l 

.31), 24 percent of the variance in level of advisory strategies 
(semi -partial r = .49) and 23 percent of the variance level of 
interviewing strategies*^ (semi-partial r^ » .48). Empathy uniquely 
explained 8 percent of the variance in level of regulative 
strategies (semi-partial r e*.28) and role differentiation uniquely 
explained 7 percent of the A/ariance in level of tidvisory Strategies, 
(semi-partial r = .27). Across all three behavioral contexts the 
interaction effect of the predictor variables on person-centered 
communication was not significant predictor of each criterion. 
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DISCUSSION 

The preceding correlational and regression analyses lend support 
to our analysis of the relationship between social perception 
, processes, person-centered communication and the mediating factors 
of empathy and context-relevant beliefs. Person-centered communi- 
cation appears to be consistently related to medical students* 
ability to construe the , dispositional and motivational characteristics 
of their patients. It appears that when the medical practitioner^s 
goal fs to regulate, advise or solicit information from a patient, 
practitioners with more sophisticated interpersonal construct 
systems are more likely to be able to conceive the patient •s • 
perspective and use it in formulating patient -centered communicative 
strategies, IVhen the communicative task becomes more complex 
than simply obtaining information from patients, additional processes 
became important in predicting the use of person-centered 
strategies. Results of our regression analyses suggest that when 
the' goal is to regulate the behavior of a non-compliant patient, 
possession of an eropathic disposition, in addition to an abstract 
constmct system, increases the likelihood of using person -centered 
strategies. Vflien the goal is to advise a distressed patient, 
possession of a differentiated view of the physician's ?ole along 
with an abstract construct system increases the lieklihood of 
employing person-catered strategies. Thus it appears that the 
quality of medical students' interpersonal perceptions, empathic 
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motivation and beliefs atfout the medical interview are differen- 
tially predictive of the level of person-centered communication in 

# medical students. 

We believe these research' findings have implications for the 
^training of medical personnel. Instructional programs designed 
to acquaint medical s'tudents in methods of understanding pitient 
needs medical situatioxu^ and the physician* s role in piedical 
situations may encourage medical students to think pf , and 
^ periiaps use, patient-adapted communicative strategies^ Medical^ 
students who are locked into' rigid percpetions of their patients 
and of their own roles may find themselves constrained within 
the perceptions of their communicative alternatives ♦ If 
instructional prograi^s can alter these rigid definitions in such 

• a wa]^ as to create a mor^ complex understanding of medical 
situations, then patient-adapted strategies may be more frequently 
adopted by medical students* 

As we have discussed earlier, patients' satisfaction with 
medical care becomes rather low when they feel they are. not 
treated with "warmth and genuineness." Patients may indeed 
recognize physicians who are "programtoed to react to a broad 
and loosely defined group called "patients" rather than be 
individually sensitive to the' needs of a specific patient on a 
specific occasion* Instructional programs,. \rf^ile increasing 
a multi-dimensionaljpiderstanding of pati^ts, self and situation, " 
may also encourage physicians to think in more precise terms about 
their patients, their personal role and the situation in order to 
to make informed communicative choices. This may result in more 
effective and satisfying care for patients. Of course all these 
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suggestions must be verified in. future research^ as our study 
did not determine whether training medical students in social 
perception processes actually, improyes their comiaunicative 

abilities • ^ 

ft 

V7e. also reconnnend that future, research investigate the - 
relationship between social perception ptocesses, person-centfered 
communricat^n- and physician effectiveness. After integrating 
our findings with other.- re§e.arch on conununicative effectiveness, 
one could argue "that physicians : who construe their patients 
in diverge ways "and who use persob-centered communicative 
strategies may be . the. physicians who are more effective with patients. 
It is up to future. research to determine "whether physicians 
adopting a person-centered orientation to patients, will make 
decisions that are w9ll-tiDformed,/wellfreceived, and generally 
effective. 

Finally, in light of the medical communication research 

earlier sximmarized it appears crucial for medical educators to 

become concerned not only with teaching medical students 

commtmication skills but also with- evaluating the long-term 

« ^ ^ 

effectiveness of these skills (Engler, et al., 1981). Future 

research must determine ^ow medical students can be encouraged 

to continue using their paphisticatc4-t:ommunicative skills. Our 

research suggests that instruction in social l^^ception pxDcesses 

may indeed be a valuable and needed instructional technique. 
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Developing stiidents' potential to think in specified and 
flexible ways% about the medical tasks to be accomplished and 
those involved in tho task may lead to more sensitive' and more 
effective interactions with patients.' It^is* up to future 
research to investigate the adequacy of these pedagogical ^ 
suggestions. 
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TABLE I 



Coding Systems* for Person-Centered Communication ^ 



Denial of Individual P^spectlves . At this major leyel the mc<|ical practitioner discusses the 
patient, other involved parties ^ the situation,* or the normative f^eliBfs of ..the medical context 
in ways that criticize or disregard the patient^^ feelings, b^li(5£s, mptjivatipjis. or action^. 



Regulative Appeals 

1. Speaker coerces the pati^t 
• C^'g-f threats or verbal3^ 
punisliment, "If you- don *t 
"be^in to comply with the , 
diet you're gonna die fairly 
soon.") 



Speaker demands the patient 
modify behavior (e.g., 
* commands or. challenges , "I 
have discussed this in the 
past and I want you to work 
out a solution to this 
problem.") . 



3. Speaker advocates ruJes for 
desir^ behavior (e.g., 
discusses rules relevant toi 
the situation or behavior, 'h*he 
only way we can change thii*<i^ 
by changing your diet."). 



5. 



Interpersonal Appeals 

Spei^ei? dbnd^ri'B. rte pa- 
tiehi^^s feelfifig^'^.e^g., 
eXffjifcit- critfi<:iSh or ver-. 
bal punishment, "If you 
continue to. worry about it, 
your health could decline 
further. and you may need to 
be hospitalized. "X. 

Speaker challenges^ the 
legitimacy of the fiatient^n 
fejslings (e.g.:, claims that 
feelings are unwarranted or 
unfair, ;*What We need to. do 
now is to bring in*professiOna*ls 
to replace, youi '.pnes that Are 
not going to take it home wjtb 
them.'').. ) 

Speaker ignores the patifent^s 
feelings (e.g., advises 
patient how to feel or act, 
"If your family member does 
these things I just mentioned, 
you should tell him to come to 
see me.") . 



" Informational Appeals 

Speaker requests or coi^veys 
information in ways that 
conderaris the patient's? view- 
point or actions (e.gJ, critical 
requests, "Don't you think you're?, 
being silly to put of/if this 
operation?") . 

Speaker requests or /conveys 
information that challenges 
the legitimacy of the patient^ s 
viewpoint or actions (e.g., "I 
don't understand now you can be 
afraid; this is a /simple 
proxjedure.") • / 



Speaker disregards patient's view* 
point or actions in requesting or 
conveying information that is not 
elaborated or/ does not encourage 
elaboration (e.g., speaker shifts 
focus 0^ dis/cussion after asking 
patient about his concerns.) 



(Table. !, Continued) 
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II 



* ^Fli^l^l Recognition of Individual Perspectives . At this major level the medical practitioner implicitly disDlavs «n 
RdfeO^tlve Appeals 



4. 



5. 



6. 



Speaker offers unelaborated 4. 
reasons to patient for modifying 
behavior (e.g., statements of 
consequences, .."People with high 
chplesterol are more prone to 
cardiovascular problems, so IM 
really like you to think about 
going on a diet.") . . 



Speaker offers elaborated 
rationale to patient for 
modifying behavior (e.g., 
multiple statements of, 
consequences or explanations for 
why the consequences are likely, 
"Exercise can Improve the way 
you feel about your body and 
you can get to know your body 
.better and it raises your energy 
level."). 

Speakpr provides non-feeling 
centered explanations of what 
constitutes appropriate behavior 
in the specific sifSation (e.g., 
discusses general, principles of 
behavior, "But I realize and I 
hope you realize that the only 
person who is gonna make this 
change or this adjustment is you.") 
\ 



^ Interpersonal Appeals 

Speaker attempts to divert the 
patient's attention from the 
feelings present in the situation 
(e.g., offers compensations, other 
interpretations, or methods of 
repair, "Idon^t think you have to 
worry, since we are very close 
friends. I don't think it's because 
of a home' situation, but a lot of 
outside factors."). 

Speaker anticipates or minimally 
acknowledges the patient's feelings, 
but does not explicitly discuss 
those feelings or .their causes 
(e.g., '»How has the drinking affected 
you and your work and how have you 
related to your other family members? 
Have the children had any problems? 
Oh, I'm glad."). 



Speaker provides non-feeling 
centered explanations relevant to 
the specific situation as the basis 
for advice (e.g., discusses 
generalized social knowledge, "Alco- 
holism affects more people than any 
other disease«-a common thing—and 
it makes then realize funny things."). 



4. 



Informational Appeals 

Speaker seeks or provides infor- 
mation that minimally specifies 
"a context fpr understanding (e.g. 
confirms known information or 
requests details on prescribed 
topics, "I'd like you to tell me' 
a little bit about your visit to 
the hospital; just tell me why yxnj; 
came to this hospital and what 
you've done since you've been 
here."). 

Speaker seeks or provides infor- 
mation that elaborates a context 
for understanding and which anti- 
cipates the patient's viewpoint 
(e.g., "IVhy don't you tell me a 
little bit about why you're here 

and what brought you here So 

there's a spot on your lung and 
they don't know what it is?... Like, 
and X-ray?... I see... Was that in 
Kentucky?") . 

Speaker seeks or provides non- 
feeling centered explanations 
relevant to the specific 
situation as the basis for 
understanding the patient (e.g., 
"Why don't you just ask the 
doc tors?... Why is that?"). 



(Table I, Continued) 
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III. 



Explicit Recognition of Individual Perspectives . At this major level the medical practitioner explicitly 
acknowledges and elaborates upon the patient •s feelings, beliefs, motivations and actions. or those of others 
involved in the situation. At this level the luedical practitioner integrates a differentiated understanding 
of the patient's viewpoint and actions with im understanding of the medical situation as a basis for 
regulating, advising, questioning o± informing the patient. 



Regulative Appeals 

7. Speaker uses a truncated 
explanation of the view- 
points involved as the 
basis for modifying behavior 
(e.g., 'nfes, I think it's 
difficult to change your eating 
habits but sometimes it's very 
necessary. . .1 'd like to go over 
this diet with you and tell you 
why we're cutting out certain 
things."). 

8. Speaker uses elaborated 
explanations of the view- 
points involved and/or explana- 
/tions for why the viewpoints are 

a reason to modify behavior (e.g.^ 
"I know you've had a problem in 
the past of not being able to 
stay on the diet and it's hard, 
and I understand. But we have to 
' think about your health and your 
future and exactly what you want 
for yourself."). 



7. 



8. 



. Interpersonal Appeals 

Speaker uses a truncated 
explanation of the feelings 
involved as a basis for 
advice (e.g., simple 
reassurances, '*I can see that 
you're run down and are worried 
about your husband."). 



\ 



7. 



8. 



Speaker uses an elaborated 
^explanation of the feelings 
involved as the basis for advice 
^ (e.g., "First of all you have 
y to realize that alcoholics are 
/ very good at guilt grips and that 
^>4f this person does have a drinking 
. problems, you may feel like it's your 
fault but it's really not. It's that 
alcoholisTi is a disease that's 
caused by a lot of factors. You have 
not driven this person to alcoholism.") 



Informational Appeals 

Speaker seeks, or provides a 
truncated explanation of the 
viewpoints involved as the 
basis for understanding the 
patient's states and motiva- 
tions (e.g., "You've turned 
something unfortunate into a 
real growth experience."). 



Speaker seeks or provides an 
elaborated explanation of the 
viewpoints involved as the 
basis for understanding the 
patient's states and motiva- 
tions (e.g., "How do you feel 
about all of this?... Does 
it make you anxious?. . .Does it 
bother you? Does it hurt 
or is it just uncomfortable? 
I can just imagine how it 
feels."). 



ERLC 
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^ Regulative Appeals 

9. Speaker helps the patient 
gain perspective on him/ 
herself, involved others, 
or the situation in order to 
understand the reasons for ^ 
modifying behavior (e.g., 
"Look at yourself in the 
mirrot now and say, O.K., 

^ this is how I am now, but as 

you start losing weight, just 
look at yourself and see the 

^ difference and start feeling 

good about yourself. If you 
sit here and assess all the 
things that are good, and the 
things that are bad, I bet the 
^column of good things outweigh 
the column with^the bad."). 



Interpersonal Appeals 

9. Speaker explicitly encour- 
ages the patient to gain 
' perspective tn his/her own 
feelings and to relate them 
to other^ involved or to the / 
broader dontext as the basis 
for a^dvice (e.g., "l(know your 're 
concerned^ and when Vou're 
concerned, about somebody other 
than yourself, it's almost worse 
than something wrong vyith you 
because if it's wrong with you, 
you can fix it, but if it's 
somebody else, your hands are 
tied. I run into that problem 
all the time as a physician so what 
I would suggest is that we explore 
different areas.'*). 



faformational Appeals 

9. Speaker requests or conveys 
information that helps the 
patient gain perspective on 
him/hersej[f and to relate 
his/her viewpoint and actions 
to others or tc the broader 
context (e.g., "IWien is--your 
baby due, when's the due-date? 
February 24th. Other than the 
problems you're, having now, has 
the pregnancy been uneventful? 
You mention you have two other 
children so I guess you're used 

to the feelings Well, if it 

makes your husband feel any 
better, my Dad suid I did the 
exact same thing this suimner...^ 
so tell your husband not to beel 
bad, even entering medical 
students can x^ead temperatures 
wrong . ") . ■ 
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TABLE II 



Intercorrelations of Social Perception l 
Prbcesses and Context -Relevant Beliefs 



Variable -1 2 3 4 , 

. ■ ^ 

] : ' ■■ — ' 

1. Construct' 

System. . , 

« Abstractness — 

2, Empa|hic * ^ 
Motivation .12 ~ 

3, Beliefs about 

interview * ^ 

Purpose .40** .20 

4. Beliefs about 
Physician's 

Role .'31*^ .34* .42** 



Note: Ns range from 40-46. Subscripts denote the following: **♦ s 
£<.001; **=»£< •Ol; * = £<»0S. 



-A 



1 



TABLE III 
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Correlations of Social Perception Processes and 
Context -Relevant Beliefs with Measures of 
Person-Centered Conmiunication 



Person-Centered 
Communication 



Construct System 
Abstractness 



Empathic ^ 
Motivation 



Beliefs 
About Interview 
Purpose 



Beliefs 
About Physician's 
Role 



1. Regulative 
Context 

2. Interpersonal 
Context 



3. Infonnational 
Context 



.43*** 



.57*^ 



.54*** 



.39** 

.24# 

.11 



.26* 
.21# 

.26* 



.37 



.44* 



.31* 



Note: Ns range from 40-46. Subscripts denote the following: *** = p 
'*.=-£ < .05; , # = £ > .10. ' ^ 



.001; 



£ ' .01; 



.1 ) 
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FOOTNOTES 

'^A position-centered orientation is similar to the models of 
the physician-patient relationship that Szasz.and Hollender (1975) 
call activity-passivity and guidance-cooperation • 

2 

A more detailed presentation of the methods and results of this 
investigation is given in Janet M, Ceropski, An investigation of the 
relationship between social perception processes and person-centered 

4 

communication in medical students. Masters thesis, University of 

— N 

North Carolina at Chapel Hill, in preparation. 
3 

It should be noted that this measure of construct system 
development conf lates ^two construct systan properties, the number of 
constructs with their relative degree of abstractness* Since we 
wanted to employ a general measure of construct system development 
and since we were not interested in examining the differential^ 
influence of these construct system properties on level of adaptive 
communication, we decided to employ a summed rather than a mean 
abstractness score as the general measure of construct system 
abstractness , 



